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Objectives: The aim of this study was to develop and test a culturally informed treat-
ment,	based	on	Intervention	Mapping	(IM),	for	primary	healthcare	settings.	The	inter-









p < .005; F = 95.4; p < .005; and F =	16.53,	p <	.07,	respectively).	Physical	abuse	was	
infrequent.
Conclusion: This culturally tailored intervention reduced elder abuse. Given its basis 
in	IM,	it	is	well-	positioned	for	roll-	out	and	testing	in	a	larger	randomized	trial	to	study	
adoption,	implementation,	and	sustainability	in	practice	settings.




care settings to address elder abuse.
• The intervention targets family members of elderly women.
• The intervention reduced psychological abuse and neglect. Physical abuse occurred at very 
low rates.
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1  | INTRODUC TION
Given the growth in the elderly population world- wide 









stress and poor elder health have been found to be associated with 
elder	abuse	(Mohseni	et	al.,	2019).	Lack	of	knowledge	on	what	is	con-
sidered	abusive	may	also	contribute	to	elder	abuse	and	neglect	(Khalili	






shortened	 life	 expectancy	 in	 the	elderly	 (Johnson	et	 al.,	 2008).	 In	
most	countries,	prevalence	of	EA	is	estimated	at	0.1%–	10%	(Acierno	
et	 al.,	 2010;	Feltner	et	 al.,	 2018;	 Laumann	et	 al.,	 2008).	The	most	
common	form	of	EA	is	neglect	(Tolan	et	al.,	2006).
Iranian	elderly	 are	not	 exempt	 from	EA	 (Khanlary	et	 al.,	 2016;	
Oveisi	 et	 al.,	 2014),	 and	 prevalence	 rates	 have	 been	 estimated	
at	 48.3%	 (Abdi	 et	 al.,	 2019).	 This	 is	 noteworthy	 given	 that	 Islam,	
a	 dominant	 religion	 in	 Iran,	 indicates	 that	 elders	 should	 be	 re-
spected	 (Hosseinkhani	et	al.,	2017).	Some	research	has	found	that	
a	majority	of	victims	are	women	(Yon	et	al.,	2017).	Elderly	women	
often	 do	 not	 report	 EA	 due	 to	 fear	 of	 their	 families	 (Perel-	Levin	
&	Organization,	 2008).	 It	may	be	 that	 in	 countries	with	more	 tra-
ditional	 gender	 roles,	 including	 Iran	 (Darvishpour,	 2002),	 elderly	
women	are	in	greater	need	of	programs	to	address	EA	as	compared	





Behavioral	 theories,	 which	 commonly	 address	 coping	 skills,	
have been applied to understanding family conflict since the 1960s 
(Falloon,	2015)	and	have	been	used	to	design	intervention	programs	
beginning	 in	 the	 late	 20th	 century	 (Baker,	 1977).	 Social	 Learning	










of family problems and for culturally and economically diverse fam-
ilies	(Biglan,	1995,	2016).	Primary	(universal)	intervention	programs	
do not require that an individual be at risk or show any signs of 






In	 Iran,	 the	 group	 is	 considered	 before	 individual	 needs	
(Hofstede	 et	 al.,	 2005;	 Pourjalali	 &	Meek,	 1995).	 Family	 loyalty	 is	
important,	 and	 families	 may	 be	 more	 private	 than	 in	 many	 other	
cultures	(CGC,	2020).	Men	are	primary	providers	with	few	women	
working	outside;	and	if	elderly	persons	cannot	support	themselves,	
children	 do	 so,	 with	 kinship	 networks	 often	 serving	 as	 a	 primary	
support	structure,	especially	 in	times	of	economic	and	social	need	
(Madanipour,	 2020).	 Developing	 an	 intervention	 for	 EA	 must	 ac-
count	 for	 willingness	 of	 families	 to	 reflect	 on	 behaviors,	 and	 the	
potential of kinship networks to assist some families in alleviating 

























terventions	 often	 require	 integration	 of	multiple	 sources	 (e.g.,	 lit-
erature,	theory,	data	collection,	expert	consult)	in	planning.	IM	is	a	
planning framework providing a systematic process and protocol for 
effective	decision-	making	for	intervention	development,	implemen-
tation,	and	evaluation.	An	ecological	approach	is	used	to	understand	
health	 problems	 and	 intervene	 on	 multiple	 levels	 (e.g.,	 individual,	
family,	 setting).	 It	emphasizes	use	of	 theory	 (such	as	SLT)	and	evi-
dence	(such	as	survey	data);	and	attends	to	intervention	deployment	




The aim of this study was to investigate the impact of a family in-
tervention package in primary healthcare settings to engage and in-
tervene with family members of elderly women. Hypothesis: Elderly 
women	suffering	abuse	will	report	a	reduction	in	EA	frequency.	The	
study	 is	 important	 for	 several	 reasons:	 (a)	A	 critical	 societal	 prob-
lem is addressed using a culturally tailored approach developed with 
Intervention	Mapping	(IM).	IM	is	a	strategy	to	develop	theory-	and	
evidence-	based	 interventions	specific	 to	population	needs	 (Eledge	
et	 al.,	 2011)	 that	 encourages	 adoption,	 implementation,	 and	 sus-
tainment	of	 intervention	 (Fernandez	et	 al.,	 2019)	 by	organizations	
in	practice	settings.	(b)	Few	interventions	have	addressed	caregivers	
and	yet	such	interventions	may	be	effective	(Pillemer	et	al.,	2016),	
especially	 if	 coping	 skills	 are	 addressed	 (Baker	 et	 al.,	 2017).	 (c)	
Methodological	 weaknesses	 (e.g.,	 small	 N)	 limit	 conclusions	 of	
prior	EA	research	(Baker	et	al.,	2017;	Burnes	et	al.,	2020);	however,	




This	 randomized	 controlled	 pilot	 study	was	 conducted	 in	 primary	
healthcare	centers	(N =	2)	located	in	Qazvin	province	from	August	
to December 2017. Convenience sampling was performed based on 
the	 number	 of	 elderly	 persons	 receiving	medical	 services.	 Sample	
size	calculation	(N =	80	elderly	women)	was	based	on	a	study	con-




initial and follow- up assessments; oriented to time and place; ability 
to respond to assessment procedure; and a family member willing 
to	participate.	Exclusion	criteria:	Stated	unavailability	during	study	
follow- up interview; and family member failure to participate in all 
intervention	sessions.	Family	member	inclusion	criteria:	Willing	and	
able to participate in intervention; and oriented to time and place. 
Exclusion	criteria:	Failure	to	participate	in	all	intervention	sessions.	
If	multiple	 family	members	met	criteria,	 the	member	spending	 the	
most time with the elderly participant was preferred. Note that 
families	were	purposely	not	screened	in	based	on	EA,	as	the	study	
is concerned with both primary and secondary intervention and 
prior	work	in	these	settings	indicates	high	incidence	of	abuse	(Abdi	
et	al.,	2019;	Khanlary	et	al.,	2016;	Oveisi	et	al.,	2014).
Advertisements	were	placed	in	healthcare	centers,	and	N = 95 
elderly	 women	 expressing	 interest	 were	 screened	 face-	to-	face.	
Fifteen	did	not	meet	inclusion/exclusion	criteria	leaving	80	women	




ipants.	Two	months	 following	 final	 intervention	 session,	 follow-	up	
assessment was conducted with elderly participants. Research staff 
collecting	data	were	blind	to	condition,	participants	were	unaware	
of	which	condition	was	considered	active	versus	control,	and	during	
analyses,	 treatment	 condition	 was	 masked	 (i.e.,	 analyst	 was	 blind	
to	 group).	 Staff	 collecting	 data	 were	 trained	 and	 supervised	 by	 a	
doctoral- level professional versed in data collection.
2.2 | Participants
Eighty elderly women age 60 years or above receiving healthcare 









The design of the intervention package was based on Intervention 
Mapping	 (IM),	a	stepwise	process	 for	systematic	development	and	
evaluation of theory- and evidence- based interventions targeted 
to	population	needs	(Eledge	et	al.,	2011).	There	are	six	steps	in	IM	
(Fernandez	et	al.,	2019):
1.	 Needs	 assessment,	 specifying	 what	 needs	 to	 be	 changed	 and	
for	 whom.	 A	 survey	 provided	 to	 elderly	 patients	 (N =	 600)	 of	
health centers in Tehran determined noteworthy incidence of 
psychological	and	financial	abuse	and	neglect,	some	occurrence	
of	 physical	 abuse	 and	 very	 infrequent	 reports	 of	 sexual	 abuse.	
Family	 members	 of	 elderly	 participants	 in	 the	 current	 study	
completed	 a	 short	 questionnaire	 on	 key	 determinants	 of	 EA	
(e.g.,	 stress)	 and	 the	 definition	 of	 EA.	 These	 surveys	 and	 the	
literature	 review	 above	 indicated	 EA	 should	 be	 targeted	 via	
intervention with caregivers.




3. Identify theory- and evidence- based behavior change methods 
targeting	outcomes,	and	translate	these	into	practical	applications	
for	the	intervention	context.	SLT	is	the	basis	of	change	methods	
used;	 and	 to	 enhance	 practicality,	 intervention	 design	 accounts	
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for	 healthcare	 setting	 (e.g.,	 efficiency	 of	 brief	 group	 sessions)	
and	sample	needs	(e.g.,	structured	sessions;	see	literature	review	
above).	 Because	 targets	 as	 specified	 in	 Step	 2	 (above)	 involved	
family	members,	elderly	persons	were	not	included	in	group	ses-
sions.	This	made	groups	smaller,	more	manageable,	and	was	meant	
to	 encourage	 attendee	 candor.	 Knowledge	 was	 addressed	 via	
pamphlets and educational didactics. Coping skills were addressed 
by	 improving	 self-	efficacy;	 however,	 this	was	 first	 facilitated	by	





ily	members	on	what	goals,	 if	any,	 they	may	wish	 to	set	around	
their interactions with elderly persons. Efficacy was enhanced 
via	 group	 facilitator	 encouragement,	 modeling,	 and	 instruction;	
and	 via	 structured	 exercise	 where	 group	 members	 considered	
what might bolster confidence in behavior change. Hypothetical 
scenarios were provided to elicit group discussion around identifi-








positive impact they may have on their families and communities 
going	forward,	and	were	thanked	for	participation.









a healthcare provider on materials and revisions made prior to this 
pilot study.
5. Develop or find implementation strategies to facilitate program 
adoption,	 implementation,	 and	 sustainability.	 An	 important	
TA B L E  1   The intervention sessions






















Evaluating advantages/disadvantages of changing behavior or not. Reminder of goals set in session 2
Enhancing	confidence	to	change	(e.g.,	On	a	scale	from	0	to	10,	where	0	= not confident to 
10 =	confident,	how	confident	are	you	that	you	could	change	behavior	if	you	wanted?	Why	are	you	an	
X instead of an X–	1?	What	would	it	take	to	get	you	to	be	an	X +	1?)






Provide pamphlets for other family members with information and resources
Role- plays for new behaviors
How	to	maintain	the	new	behavior	(reward	self	for	meeting	goal,	seek	social	support)
Thanking	the	families;	honoring	courage	and	engagement.	This	is	an	opportunity	to	help	elderly,	group	
members to help themselves and their communities
40 min
Abbreviations:	EA,	Elder	abuse;	Min,	Minutes.
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strategy to encourage intervention dissemination is to involve 
professionals who will use the intervention in their intended 
settings	 (Bartholomew	et	al.,	1998);	 this	pilot	 indeed	took	this	
approach.	 To	 encourage	 adoption,	 implementation,	 and	 sus-
tainment,	 efficient	 use	 of	 space	 is	 needed	 in	 busy	 healthcare	
settings.	 Therefore,	 sessions	 were	 on-	site,	 under	 1	 hr,	 were	
manualized	 and	 group-	based.	 Expectation	 of	 program	 suc-
cess	 also	 facilitates	 adoption	 and	 sustainment,	 and	 data	 from	
the	current	pilot	trial	are	intended	to	support	such	expectation	
for	 later	 dissemination.	 Additional	 implementation	 strategies	
(Waltz	et	al.,	2015)	incorporated	into	this	pilot	included	use	of	




6. Plan a process and outcomes evaluation. The evaluation focused 
on	 EA	 outcomes	 as	 reported	 by	 elderly	 participants.	 Process	
evaluation	 (e.g.	 change	 in	 family	 member	 knowledge)	 was	 de-	
emphasized	 as	 the	 goal	 was	 to	 demonstrate	 meaningful	 im-
provement	on	primary	outcomes	in	this	study,	in	order	to	garner	
evidence	 for	 an	 expanded	 implementation/dissemination	 study.	
Stakeholders	are	often	more	concerned	with	ultimate	outcomes	
(i.e.,	EA)	in	any	event.	The	measure	used	to	evaluate	EA	is	based	
on	 prior	 empirical	work	 (see	 below).	 To	 rigorously	 evaluate	 the	
intervention,	randomization	was	used	with	testing	conducted	at	
pre- intervention and follow- up at 2 months following last inter-















did	 not	 understand?”)	 EA.	Cronbach's	 alpha	 is	 0.77	 in	 the	 current	
study	based	on	standardized	items	(see	Table	2).
2.6 | Treatment and control groups
The	 interventionist	was	a	woman	experienced	 in	nursing	and	mid-
wifery. Training and supervision were provided by a PhD- level pro-
fessional also trained in midwifery and nursing. During an initial 





















aResponse options from Never =	0	to	Seven	times	or	more	=	7.	Self-	report	questionnaire	provided	to	elderly	women	participants	(see	Measures).
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face-	to-	face	contact	with	the	interventionist,	family	members	in	the	
control group received general information on non- communicable 
diseases	 (e.g.,	Diabetes,	Blood	Pressure),	were	advised	 to	seek	 re-
sources	 should	 they	 feel	 they	may	be	needed,	 and	were	provided	
with	a	list	of	resources.	As	is	usual	care,	all	elderly	women	reporting	
abuse received brief education on elder abuse and information on 
local	 resources.	 Active	 intervention	 consisted	 of	 four	 consecutive	
sessions	 performed	 once	 per	week	 in	 group	 format	 (see	 Table	 1).	
Number of family members per group was N =	10,	with	four	separate	
groups	conducted.	All	participants,	regardless	of	group,	received	ed-
ucation about elder abuse if detected.
2.7 | Statistical analysis
Descriptive statistics were calculated and are presented for the sample 
in	terms	of	Mean	(M),	Standard	Deviation	(SD),	frequency	(n),	and	per-
cent	(%).	Data	were	examined	to	determine	whether	they	conformed	
to	 distributional	 assumptions	 using	Kolmogorov–	Smirnov	 Test.	Data	




general guidelines of Cohen's d	which	are	Small	(0.2),	medium	(0.5),	and	
large	(0.8)	for	interpreting	the	effect	of	an	intervention.
2.8 | Ethics approval
Medical	 Research	 Ethics	 Committee	 of	 the	 Qazvin	 University	 of	
Medical	 Science	 approved	 this	 study	 on	 November	 8,	 2016	 (IR.
QUMS.REC.1395.184).	Participants	provided	written	informed	con-




trol	 conditions	 (see	Figure	1).	Age	 is	described	as	 follows:	Control	
F I G U R E  1  The	CONSORT	diagram	





intervenon (n = 40)
Did not receive allocated 







intervenon (n = 40)
Received allocated 
intervenon (n = 40)
Did not receive allocated 








Excluded (n = 15)
Not meeng inclusion criteria   
(n =5);  Refused to parcipate   
(n = 10)
Lost to follow up (n = 9) 
Randomized (n = 80)







Analyzed (n = 31)
Excluded from analysis
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condition,	60–	89	years,	M =	69.16,	SD = 7.43; intervention condi-
tion,	60–	95	years,	M =	70.55,	SD =	8.56;	with	t test =	48.0,	p =.69. 
Table	 3	 shows	 demographic	 information	 for	 elderly	 women	 (e.g.,	
education	 level,	marital	 status)	with	no	differences	between	 inter-
vention groups. Elderly women lost to follow- up did not differ statis-
tically significantly from those retained at follow- up.
Table 4 shows M’s and SD’s on scores for neglect as well as fi-
nancial,	psychological,	and	physical	abuse.	In	the	intervention	group,	
neglect	 and	 psychological	 abuse	 (M = 2.1 [SD =	 2.29],	M = 3.23 
[SD =	3.34],	respectively)	were	significantly	reduced	(p <	 .005,	for	
both)	at	2-	month	follow-	up	assessment	compared	to	control	group	
(M =	1.58	[SD =	2.14],	M = 3.50 [SD =	3.40],	 respectively),	with	a	
non-	significant	trend	(p =	.07)	for	less	financial	abuse	in	the	interven-
tion	condition	(M = 0.49 [SD =	1.15])	compared	to	control	(M = 0.76 
[SD =	0.23]).	Physical	abuse	was	reported	at	very	low	levels	in	both	
conditions	(Range:	M = 0 [SD =	0]	to	M = 0.03 [SD =	0.17]),	and	there	
were	no	significant	differences	at	follow-	up	(p =	.13).
Results	showed	that	effect	size	for	neglect,	financial	abuse,	and	
psychological	 abuse	 was	 0.23,	 0.06,	 and	 0.26	 respectively.	 This	





tervention for family members to prevent and reduce abuse of el-
derly	women.	Results	show	the	intervention,	based	on	Intervention	
Mapping	 (IM),	 can	 reduce	 elderly	women's	 reports	 of	 neglect	 and	
psychological	abuse.	Several	studies	suggest	abuse	may	be	reduced	
by	 identifying	 family	needs,	 decreasing	 family	 stress,	 and	enhanc-
ing	communication	(Ganser	et	al.,	2017;	Hinsliff-	Smith	et	al.,	2017;	
Newman,	 2017).	 Innovative	 approaches	 are	 needed,	 such	 as	 de-
velopment	 of	 caregiver-	based	 programs	 for	 elder	 abuse	 (EA),	 es-
pecially	since	caregivers	are	rarely	a	focus	of	such	programs	(Ploeg	
et	al.,	2009),	 and	yet	 such	approaches	may	be	promising	 (Pillemer	
et	al.,	2016).	 In	particular,	a	Cochrane	review	indicated	that	teach-
ing coping skills to family caregivers of elderly persons with demen-
tia	may	 reduce	 risk	of	abuse	 (Baker	et	al.,	2017).	EA	 interventions	
TA B L E  3   Comparing demographic characteristics of elders across control and intervention groups
Characteristic
Intervention group (N = 34, Total) Control group (N = 31, Total)
Chi- square p- ValueN % N %
Elders’ education
No years of education 28 82.4 24 77.4 3.61 .65
High school and less 5 14.7 6 16.1
College and more 1 2.9 2 6.5
Elders’ marital status
Married 22 64.7 21 67.7 79 .06
Single 12 35.3 10 32.3
Elders’ diseases
Cardio- pulmonary disease 6 17.7 5 16.1 1.93 .92
Diabetes 10 29.4 11 35.5
High blood pressure 11 32.4 10 32.3
Miscellaneous 7 2.5 5 16.1
Primary caregiver
Husband 19 55.9 21 67.7 1.37 .5
Children 7 2.6 6 19.4
Nobody 8 23.5 4 12.9
Status	of	home	ownership
Owned 34 100 30 96.8 1.11 .29
Rented 0 0 1 3.2
Level	of	income
Lowa  13 38.2 12 38.7 9.8 .99
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should	be	tailored	for	cultural	relevance	(Dong	et	al.,	2013),	and	few	
such	 programs	 have	 been	 developed	 and	 tested	 in	 Iran	 (Khanlary	
et	al.,	2016).
One	study	conducted	in	Iran	provided	families	(N =	27)	with	five	




sessions	 (each	 1.5–	2	 hr)	 were	 provided	 to	 Iranian	 elderly	 women	
(N =	30)	and	their	families,	with	results	indicating	reduced	psycho-
logical	 abuse	 at	 2-	month	 follow-	up	 (Heravi	 Karimoi	 et	 al.,	 2005).	












intervention reduced contamination and assisted in maintaining in-
tervention integrity. Contact time between intervention groups was 
not	controlled;	however,	it	is	useful	to	understand	if	an	improvement	
can	be	made	over	standard	care.	Future	work	can	control	for	con-
tact	 time.	Although	 sex	 abuse	was	not	 studied,	 it	 has	been	 found	
to	occur	 at	 very	 low	 rates	 (Oveisi	 et	 al.,	 2014);	 future	 studies	 can	
include	this	form	of	EA.	Future	work	must	include	longer	follow-	up	
which	may	enhance	ability	to	examine	intervention	effects	for	pre-
vention	 (especially	 for	physical	abuse).	Similarly,	 larger	sample	size	
in future work may assist in reaching significance for some trending 
differences	in	the	current	study	(i.e.,	financial	abuse).	Other	details	









Findings	 indicate	 a	 culturally	 informed	 approach,	 based	 on	
Intervention	Mapping,	 for	 family	members	can	 reduce	psychologi-
cal abuse and neglect of elderly women. Results were promising for 
financial	abuse,	although	not	statistically	significant.	Physical	abuse	
occurs at relatively low rates. The intervention package is designed 
to fit well into healthcare settings in Iran and to address families at 
primary	and	secondary	intervention	levels.	Therefore,	it	may	be	use-
ful to roll it out more completely and test effectiveness in a larger 
randomized	 trial	 in	 order	 to	 address	 this	 important	 public	 health	
concern.
TA B L E  4   Comparing the frequencya	of	four	types	of	elder	abuse	in	control	and	intervention	groups	using	linear	mixed	models
Elder abuse Group Time Mean ± SD Min Max p- Value F- test
Neglect Intervention Before 2.77 ± 2.9 0 10 <.005 95.4
After 2.1 ± 2.29 0 9
Control Before 1.55 ± 2.16 0 7
After 1.58	± 2.14 0 7
Financial	abuse Intervention Before 0.57 ± 1.42 0 7 .07 16.53
After 0.49 ± 1.15 0 7
Control Before 0.76 ± 0.23 0 5
After 0.76 ± 0.23 0 5
Psychological abuse Intervention Before 4.4 ± 4.44 0 21 <.005 127.12
After 3.23 ± 3.34 0 16
Control Before 3.48	± 3.6 0 14
After 3.5 ± 3.4 0 14
Physical abuse Intervention Before 0 ± 0 0 0 .13 2.29
After 0 ± 0 0 0
Control Before 0.03 ± 0.17 0 1
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